on the tenth day and a control oral contrast-enhanced chest CT scan was performed. The double-lumen appearance of the esophagus lumen had disappeared on both the CT scan (Figure 3 ) and control upper-gastrointestinal tract endoscopy (Figure 4a-d) . On the next day, the patient was started on oral liquid followed by soft food intake. No complaint was observed with fluid intake and oral solid food was started. Total parenteral nutrition was stopped. The patient was discharged uneventfully on the 14 th day. An informed consent was obtained from the patient before discharge from the hospital.
DISCUSSION
Two hypotheses have been proposed for the mechanism of esophageal transections. The first of these is that esophageal transections or dissections develop after mucosal bleeds or hematoma (3) . The second hypothesis suggests that bleeding of the esophageal mucosa develops into an esophageal transection or dissection. In both, a double lumen appearance of the esophagus eventually occurs (4).
The common consensus is not to use a barium enema for the initial diagnosis; however, orally ingested contrast medium can also be used for magnetic resonance imaging or CT scans, which is helpful both to verify the diagnosis and to exclude other pathologies (5) . We believe that upper-gastrointestinal tract endoscopy should be the first diagnostic method conducted to patients who have upper gastrointestinal tract bleeding, bearing in mind the possibility of an esophageal dissection. This is because endoscopy is used both for the treatment and diagnosis of upper gastrointestinal tract bleeding.
Once the diagnosis of esophageal transection is confirmed, conservative management of the condition with reversal of anticoagulation, parenteral nutrition and analgesia should be undertaken (6, 7) . Spontaneous complete recovery of the mucosal tear and absorption of hematoma usually takes 1-3 weeks. In the literature the complete healing time has been reported as three weeks (5).
Endoscopic therapies have been used to treat intramural esophageal dissection if it is resistant to conservative treatment, including incision of the septum between the true and false lumens, balloon dilatation, transection of the true esophageal wall, and metallic stent insertion (8) . Surgery should be reserved for cases that do not resolve with conservative management or that have complications, such as esophageal perforation or ongoing hemorrhage (9) . Although esophageal transection does not carry any long-term sequel, repeat imaging should be considered to confirm the resolution of esophageal transection and exclude any underlying malignant pathology. Healing was observed during the control endoscopy that we performed on the 10 th day, consequently the patient was allowed to start soft food intake on the same day.
CONCLUSION
We propose that esophageal transection, a condition that is widely regarded as relatively benign in the literature, has the 
